Lumbar puncture heing again made, pressure was not increased. Fluid slightly cloudy, contained polynuclear leucocytes and many streptococci.
Autopsy (Dr. Erdheim ) .-Old purulent tonsillitis right. Fresh purulent tonsillitis left. Large retro-and subpharyngeal abscess, which extends into a large abscess cavity in the bones of the base of the skull. The bony base of the skull is completely destroyed at this point, and while the overlying dura seems to be intact, it is distinctly hyperemic and is covered with a thin fibrinous membrane over the clivus and the posterior surface of the sella turcica, pachymeningitis interna.
The hyperemia of the dura is most marked at the meatus acusticus internus, On the introduction of a probe into the cavity which results from partial destruction of the occipital, sphenoidal and petrous portion of the temporal bones, one finds that the bone defect is confined to the left side and is sufficiently large to involve the points of exit of the left trigeminus, abducens, facial and acusticus nerves. Stripping off the dura from the middle fossa of the skull on the ·left side, reveals the fact that the right apex of the pyramid is destroyed and that pus extends as far forward as the under surface of the Gasserian ganglion.
In the left middle ear a large amount of clear mucoid fluid was found. The right tympanic cavity shows a dry mucosa. Fresh purulent meningitis with a collection of cloudy yellow exudate almost completely confined to the base in the cisterna chiasmatis and the cerebral medulla. The leptomeningitis follows along the Sylvian fissure, and to a slight degree on to the convexity of the brain, which is completely free from purulent exudate.
Small areas of bronchopneumonia in the right lower lobe. Parenchymatous degeneration of the heart, liver and kidneys. Ascaris in the duodenum.
To sum up, this was a case characterized by the sudden appearance of symptoms referable to a lesion in the left posterior fossa of the skull, involving the trigeminus, abducens, facial, cochlear and vestibular nerves. Otherwise, neurologic examination was negative.
Such isolated affections have been described by FrankelHochwart, He described a basal process, in fact a polyneuritis, involving the facial and acoustic, which he calls polyneuritis cerebralis meniereformis. This symptom complex, which often develops on a rheumatic basis, must also be taken into consideration in discussing this case. One must also bear in mind that this might be that form of poliomyelitis which is characterized by a predominance of cranial nerve symptoms. Wikmann, following Medici's lead, distinguishes a bulbar or positive type of this disease, depending upon the distribution of the paralysis or the prevalence of certain symptoms. This form corresponds fairly weII to the type described by Zappert, in which there are cerebral symptoms, especially those pointing to cranial nerve involvement, seldom with cortical symp-toms. Very often the abducens is involved with the facial. A beginning tuberculous meningitis was also considered, hence the lumbar puncture. But as the spinal fluid pressure was not increased, the fluid clear, and the cell count low in lymphocytes, the symptoms had to be considered as due to another cause. Besides, blocking of the cochlear and vestibular nerves is very rare in tuberculous meningitis.
The autopsy cleared up the clinical picture. A rather rare sequence of events followed a purulent tonsillitis, a retro-and suprapharyngeal abscess developed and, as it increased in size, pressed upward against the base of the skull, destroyed the bones in their entire thickness and involved all the parts of the floor of the left posterior fossa in a large subdural abscess. An X-ray plate which was made from the specimen shows the point at which the abscess broke into the skull, also the defects in the occipital and sphenoidal bones. Nothing pathologic could be noted in the mucosa of the mouth or pharynx, and the tonsils seemed normal, but by cutting deeply into the tonsillar tissue, a large amount of pus was brought to light, especially on the left side. Changes in the musculature of the pharynx near the tonsils were noted, the muscle tissue being slightly involved, but near the floor of the skull much more marked changes were found and much free pus encountered. That explains the absence of bulging of the pharyngeal wall at examination.
One could follow the course of the infection from the left tonsil along the roof of the pharynx so plainly at autopsy, that no doubt can exist that the whole process must be interpreted as having originated in the tonsil. Autopsy also explained why the tonsillitis and the retro-and suprapharyngeal abscess were not recognized clinically. The first symptoms began when the abscess broke through the floor of the skull and exerted pressure on the dura. The duration of the entire illness was fourteen days.
The secretory catarrh of the tympanic cavity was also explained at the necropsy. The auditory nerve was bathed in pus, and it is very probable that a labyrinthitis was induced through the internal auditory canal, and the secretory catarrh of the tympanic cavity is to be interpreted as a collateral edema.
One might interpret the findings in this case as one of pri-mary osteomyelitis of the base of the skull, with consequent gravitation of the resulting abscess toward the tonsils. It would be difficult to say positively whether the case is one of a purulent process which sinks from the floor of the skull towards the tonsils, or one of pyogenic infection arising in the tonsils and extending upwards toward the base of the skull, but there is much to say for the latter view.
In the first place, the presence of streptococcus in the abscess, in the meninges .and spinal fluid, because we usually consider osteomyelitis as a staphylococcic mycosis. Then, in the decision of just such a case, the anatomist, in view of his findings, has the decisive word. Again, after a careful perusal of the literature, I find a similar case reported by H. Neuman of Vienna.
